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A Food Security and Nutrition Network SBC Task Force Endorsed Method/Tool
Security and Nutrition Network 
Social and Behavior Change Task Force 
Endorsed Information product, Method or Tool (IMT)
Name of Method or Tool:  Care Groups
Purpose:  

The Care Group model helps organizations to organize, train, supervise and motivate volunteers for household-level behavior change and community mobilization in a cost-effective and potentially sustainable manner. Care Groups increase coverage and behavior change by creating a large network of volunteer women. Each group is composed of 6-16 volunteer, Care Group Volunteers (CGVs) who function as community-based health/nutrition educators.  These CGVs regularly meet together with NGO project staff health/nutrition promoters for training and supervision.  Each of these volunteers then goes out at least monthly to do health promotion with a cohort of mothers or other caregivers of young children and pregnant women in no more than 15 households (who have elected the volunteer).  The volunteers act as peer (woman-to-woman) maternal, newborn and child (MNCH) health educators and promote a standardized set of evidence-based, maternal and household prevention and care-seeking behaviors. Limited data are sometimes collected on each household that is visited to track pregnancies, births, deaths, or other vital events.  Each project staff health promoter trains and supports as many as nine Care Groups. 
Staff from World Relief (WR) developed the Care Group model during a USAID Child Survival project implemented in Mozambique from 1995-1998 and further refined the methodology through an additional grant in the same area.  Food for the Hungry (FH) adopted the model in Mozambique in 1997 after discussions with WR project staff, and both organizations have pioneered use of the model since then.  Since that time, the CORE Group has helped document and disseminate the model, and it has been used by 22 (and counting) NGOs through the support of governmental (e.g., USAID) and private donors.  In particular, the USAID Child Survival and Health Grants Program has provided funding to numerous Care Group projects. The Office of Food for Peace (Title II Food Security) has now funded many programs using the Care Group model, as well, and OFDA has begun funding some in emergency settings.  Care Groups now exist in at least 21countries, and are mainly being used in development settings, but have also been used successfully in several relief and transitional situations (e.g., post-earthquake Haiti and in Ethiopia during a recent drought, and beginning now in South Sudan).

Details of Use:
· Staffing:  A project supervisor oversees the work of several paid project health/nutrition promoters (HNP) who each, in turn, trains and oversees up to nine Care Groups, each composed of 6-16 volunteer women (CGVs). Promoters supervise the CGVs as they work in pairs during meetings, and individually supervise the work of one CGV per group after each meeting.
· The NGO first hires the supervisors who train health/nutrition promoters in how to mobilize communities to form Care Groups.  All households with children 0-23m or pregnant women in the project area are formed into groups of 8-15 geographically-adjacent households.  The CG volunteer should not have to walk more than 45 minutes to get to the furthest house that she visits so regular visitation is not hindered.  (In many CG projects, the average travel time is much less than this.)  Women in each of these groups meet together to elect the Care Group Volunteer who will serve them.  (This woman can be one of the women from among their 8-15 household group, or another woman not in the group.) (Some projects have now begun experimenting with using male CGVs as “Leader Fathers,” but it is not yet clear if levels of behavior change are high using this approach and more evaluation is needed.)
· Groups of 6-16 CGVs meet together once or twice a month in the Care Group, and attendance is monitored.  Meetings generally last 1.5 to 2 hours and are held in a public place that is easily accessible by foot from the CGVs’ homes.  During these CG meetings, CGVs report on vital events, illnesses and health promotion progress, and are trained by the Promoter – using participatory methods – in the current health module they will use when they meet with the mothers, other caregivers, and pregnant women  (either in a small group or home visits).
· After each CG meeting, each CGV visits the 8-15 households that are assigned to her with a pregnant woman or young child (0-23m) near their own house, and promotes behaviors with the mothers, other caregivers and pregnant women using what they have learned in the Care Group meeting. Contact with beneficiaries is monitored (e.g., using mini-KPC surveys).  CGVs also collect a limited amount of information on vital events that they report to the Promoter during the Care Group meetings.  CGVs are sometimes taught a particular step-by-step process for counseling the mother (e.g., FH’s ASPIRE or HKI’s GALIDRAA negotiation methods
).
· CGVs promote behavior change with mothers or other caregivers, pregnant women and other household members geared towards reduction in maternal and infant/child mortality and malnutrition. This is done using a standardized flipchart that covers a set list of topics.  Common topics include essential hygiene actions, essential nutrition actions, key MNCH prevention behaviors, recognition of danger signs during pregnancy and child illness. In many projects, they also provide information about upcoming campaigns and health outreach activities implemented by the Ministry of Health. They also collect information on pregnancies, births and deaths from each household and report this information to the Promoter at their Care Group meetings.  (Promoters often share this information with health facility staff.)  In some projects working in areas with high global acute malnutrition rates, they use MUAC tapes to screen for malnutrition, as well. 
· Information from KPC surveys and other formative research (e.g., Barrier Analysis studies, positive deviance studies) is used to guide message and activity selection and development of social & behavioral change materials. Examples of Care Group training materials that can be adapted are available on the Care Group website (www.CareGroupInfo.org).
· Outreach services to children 24-59m are often done, as well, but the mothers of these children are generally not visited on a biweekly basis.  Common outreach activities for this age group include vitamin A supplementation, deworming, and screening/referral for malnutrition.
· The picture below illustrates the configuration of a typical Care Group 
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· Usual Audiences:  Pregnant women and mothers/caregivers of children under two years of age and pregnant women are the usual audience, and other family members who sometimes participate in the learning sessions (e.g., grandmothers, daughters).  Other activities are sometimes used alongside the Care Group structure to reach the community at large, specifically targeting influential members of the community (e.g., community leaders, men, grandparents, religious and educational leaders, traditional health providers) to support household-level behavior change.
· Level of skill needed:  The paid health / nutrition promoters have at least a high school education, but often have additional education. Promoters sometimes cover a medium-sized geographic area, and move from one community to the other on bicycle or by foot.  Supervisors usually use motorcycles. CGVs are often illiterate, and materials they use to promote behavior change with beneficiary mothers are adapted for their level of education. 
· Time/staff required and incentives:  Care Group Volunteers usually devote about six hours a week to attending CG meetings and meeting with beneficiary mothers in groups or home visits.  It is important to keep in-kind incentives to a minimum with these volunteers as the most successful programs often gave very few incentives (e.g., a wrap-around skirt once every two years).
  Promoters, supervisors, trainers, and managers are usually full-time paid staff.  Due to the large number of volunteers, about 80% of the total hours devoted to the project will be done by the volunteers, about 15% will be done by the community-based health/nutrition promoters, and 5% will be done by other project staff (e.g., supervisors, managers, backstops).  
· Common constraints/difficulties: If households are widely dispersed, the number of households per CGV and CGVs per group may need to be reduced. If communities are far apart from each other, the number of Care Groups per Promoter, or their means of transport, may need to be adjusted.  Care Groups may not be the best methodology to use in very low population density areas (e.g., 5 people per square km).  For sustainability, strategies to transition management and training functions of the NGO into government systems should be considered.  However, there is currently no standard methodology for incorporating CGs or CGVs into government health systems, and district MOH offices usually have no focal person charged with forming and maintaining community groups such as Care Groups. Despite this fact, CGVs have been found to continue visiting mothers and doing health promotion in some programs long after project funding has ended (e.g., World Relief’s projects in Gaza Province, Mozambique).
Evidence for efficacy of the Method/Tool:   

· Examining the evidence of under-five mortality reduction in a community-based programme in Gaza, Mozambique.  Transactions of the Royal Society of Tropical Medicine and Hygiene (2007) (Trans R Soc Trop Med Hyg. 2007 Aug;101(8):814-22.) This study showed the Care Group model is able to dramatically increase coverage of key health behaviors (e.g., use of bed nets, oral rehydration therapy and prompt health care seeking). The program led to a 66% reduction in infant mortality and a 62% reduction in under-five mortality. 

· Accelerating progress in achieving the millennium development goal for children through community-based approaches (Freeman P, Perry H, Gupta SK, Rassekh B, Global Public Health, 3 November 2009).  This article demonstrates that interventions proven to reduce mortality in high mortality settings must have a strong community-based component to succeed. The article describes a number of community-based approaches that work, including the Care Group model. 
· Essentials of Global Community Health (textbook) by Jaime and Rosa Gofin.  Jones & Bartlett Learning, pubs. Case Study 4 (written by Henry Perry et al.) gives details of a Cambodia Care Group project. 

· There are also a large number of Care Group final evaluation reports listed on the website www.CareGroupInfo.org/blog/results, contributing to a large body of gray literature in support of this model. A narrated presentation on indicator gap closure in Care Group projects (vs. non-Care Group CSHGP projects) can be found here:

http://www.caregroupinfo.org/vids/CGGapClosure/CareGroupGapClosure.html. 

Resources:

· The Care Group Difference: A Guide to Mobilizing Community-based Volunteer Health Educators. Written by Megan Laughlin and produced by World Relief in 2004. Download from here: http://www.caregroupinfo.org/docs/Care_Group_Manual_ENGLISH.pdf
· Care Group Presentations:  This link contains several presentations describing Care Groups and providing evidence for their effectiveness in promoting behavior change, increasing coverage and improving health outcomes. Evidence for their cost effectiveness and sustainability is also provided. Visit this link: http://www.caregroupinfo.org/blog/narrated-presentations-on-care-groups-and-care-group-tools
· Care Group Media:  Videos by several organizations on their Care Group projects can be viewed here:  http://www.caregroupinfo.org/blog/narrated-presentations-on-care-groups-and-care-group-tools/care-group-media
· Care Group Flipcharts / Lesson Plans:  Several organizations flipcharts and lesson plans used in Care Group projects can be found here:  http://www.caregroupinfo.org/blog/narrated-presentations-on-care-groups-and-care-group-tools/care-group-curricula
· Care Group Tools. This link contains several tools to train, plan, monitor and evaluate Care Groups.  Download from here:  http://www.caregroupinfo.org/blog/narrated-presentations-on-care-groups-and-care-group-tools/planning-m-e-tools
· Care Group Blog: This blog offers discussions, useful advice and insight for implementing the Care Group model. The first blog in the series can be found here: http://www.caregroupinfo.org/blog/archives/73
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Care Group Volunteer from World Relief Rwanda 
Care Group Volunteer from Food for the Hungry
Child Survival Project 2006
Child Survival Project 2010
� See �HYPERLINK "http://www.caregroupinfo.org/docs/ASPIRE-GALIDRAA.doc"��http://www.caregroupinfo.org/docs/ASPIRE-GALIDRAA.doc� 


�  For more information on Care Group Volunteer and CHW motivation, see these presentation: �HYPERLINK "http://www.caregroupinfo.org/vids/CHW_Motivation/CHW_Motivation.html"�http://www.caregroupinfo.org/vids/CHW_Motivation/CHW_Motivation.html�  and �HYPERLINK "http://www.caregroupinfo.org/vids/CGMotivation/CGMotivation.html"�http://www.caregroupinfo.org/vids/CGMotivation/CGMotivation.html� and 






